The general premise is that the lubricants affect cellularity, or the number of cells transferred to the glass slide from the ThinPrep Papanicolaou test vial during processing. The authors suggest that the samples containing these substances clog the semipermeable membrane of the filter, thereby blocking the transfer of cells to the glass slide. 1 The impact of the gels on cellularity was evaluated by comparing samples that were not contaminated with lubricants with samples that were contaminated with varying concentrations of lubricants.
Replens had what was described as a "drastic effect on the specimen cellularity at even the lowest volume." 1 Monistat 7 also had a significant decrease in cellularity when compared with controls, although the reduction in cellularity decreased step-wise as the concentration increased from 20 L to 500 L. Analysis of variance comparison using the Tukey honestly significant difference test determined that the KY Warming Liquid specimens did not differ significantly from controls. These results surprised me a bit; however, I agree with the authors' suggestion that the results may have been different if the samples were obtained in vivo.
One of the many benefits of working in a patient-centered medical home model is the ability to translate great evidenced-based recommendations into clinical practice with relative ease. Consequently, after reading this article, our practice developed a policy that requires the medical assistants to contact patients who will be receiving a Papanicolaou 1 week before the appointment to discourage the use of lubricants. We also developed a Clinical Decision Support template to be used by our medical assistants, which prompts them to ask each patient whether they have used the lubricant, gels, or antifungals that are known to interfere with the ThinPrep test before the Papanicolaou test is performed. These interventions are likely to decrease the number of patients who have to take time out of their day to received a repeat Papanicolaou test.
Knuckle Cracking and Hand Osteoarthritis
This is "medical myth busting" at its best. Generations of concerned family members have put physicians on the hot seat with the exhortation that we should tell the patient that "they should stop cracking their knuckles because it leads to arthritis." The article by DeWeber et al 3 begins with a plausible mechanism by which osteoarthritis (OA) could develop secondary to knuckle cracking (KC); frankly, it sounds like an explanation that many of us would give to our more inquisitive patients. It explains cracking as a joint space distraction, causing larger bubbles of air to suddenly collapse into numerous microscopic bubbles, leading to the characteristic cracking sound. 3 The authors also cite an in vitro study that suggests that the force required to crack a knuckle exceeds the energy threshold that can lead to articular damage. 4 The study by DeWeber et al 3 was designed as a retrospective, nested, case-control study examining KC behavior among a population aged 50 to 89 years. Participants were selected from patients who had received radiographs of the right hand within the previous 5 years. The experimental group consisted of patients who had OA that was diagnosed by radiograph; the control group consisted of patients without OA, also diagnosed with radiographs.
The study produced 2 important conclusions. The first was that the duration of KC has no correlation with the presence of OA in the distal interphalangeal, the proximal interphalangeal, or the metacarpophalangeal joints. The second conclusion was reached using an interesting term called "crack-years" (a rough quantification of the total amount of exposure), which allowed DeWeber et al 3 to examine the "dose-response" relationship between KC and OA. Again, no significant correlation between KC and OA was detected. So, although KC may be annoying to spouses and parents, physicians can now council their patients with confidence that there is no evidence to suggest that KC will cause OA. This medical myth as has finally been busted!
Performance on the American Board of Family Medicine Certification Examination: Are Superior Test Taking Skills Alone Sufficient to Pass?
Soon I will be taking the Family Medicine Certification Examination, and as I read this article I kept thinking, "it's time to start studying!" O'Neill et al 5 evaluated whether it was test-taking skills or physician ability that determined a passing score on the ABFM board certification examination. The study was designed using 4 nonphysicians who are considered experts in the field of certification and licensure testing. The group completed the Summer 2009 ABFM board certification examination.
Though the minimum passing threshold for the 2009 certification examination corresponded to 57.7% to 61.0% of questions answered correctly, the study participants' percent of correct answers ranged from 24.0% to 35.1% (mean, 29.2%; SD, 0.5%). 5 The study concluded that, although all the participants seem to have performed better than chance would predict, the results affirm the notion that the ABFM board examination is not predominantly a measure of generic test-taking ability and clearly requires medical training to pass. As my father is fond of saying, "failing to plan is like planning to fail." So, if you are planning to pass the ABFM's board certification examination, you had better start studying, because great test-taking skills are just not enough.
